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Some Comments on the Negative Evidence Concerning a Link 
between Cigarette Smoking and Mortality and Morbidity 

by 

T. Sterling 

Smoking and health is a terribly complex topic. I will attempt to do 
little more here then summarize some of the high points about data con¬ 
cerning smoking and disease that are contrary to the commonly-held belief 

I! 

that a link between smoking end disease has been established, and that 
possibly some widely publicized epidemiologic ail studies have been subjected 
to inappropriate analysis so that some concern exists about the validity of 
conclusions based on them. (References have been included only for some 
specific studies or items that are sufficiently particular or not well 
known.) 



Population Studies 

Claims of an association between cigarette smoking and health effects 
(both mortality and morbidity) lean heavily on results of population sur¬ 
veys. There are, indeed, studies in which smokers experience a higher 
prevalence of disease than do non-smokers. Also, in general, smokers of 
many cigarettes tend to show more disease than moderate smokers. However, 
existing observations often are extremely confusing and there are many 
observations that tend to negate outright a conclusion that smoking (espe- 
c i & U-y in moderate amounts) is a primary cause of disease and disabilities. 
I have listed below a number of striking examples of contrary evidence: 

There are barge dlfforenoon in the geographic distribution of both 
smoking end health patterns 1 that are ccwoletely unrelated to each other : 
Good detailed end reliable data are hard to come by in this field. The 
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beat statistics on smoking, lung cancer mortality, and other illnesses 
ere primarily available only for populations of white, European stock. In 
comparing available information, it appears that smoking habits of popu¬ 
lations in different countries are unrelated to differences in lung cancer 
mortality among them. For instance, the highest known lung cancer rates 
occur in Austria, Czechoslovakia, England, Scotland, and Wales. The United 
States, Canada, South Africa, Australia, and New Zealand report a rate of 
lung cancer deaths that is smaller by a magnitude. The lowest lung cancer rates 
are in such countries as Italy, France, and Israel (il, 12). Yet, per^ 
capita smoking rates are, by far, the greatest in the United States, Canada, 
South Africa, Australia, Hew Zealand, end Israel, considerably lower in 
England and France, and perhaps lowest in Austria end Czechoslovakia. 

Lun g cancer mortality for migrant -populati o ns falls between the rates 
i n country of origin and new host country : This observation has been estab¬ 
lished predominantly for English migrants to the U. S., Canada, South Africa, 
Australia, end New Zealand. It has also been observed for Jewish popula¬ 
tions in Israel, the United States, and Canada and for Italian immigrants 

to the United States (2, 3, 4, 5, 8, 10). The smoking rates and prevalence 

# 

of lung cancers among migrants when compared to other groups and natives 
often are completely reversed—the lightest smokers may report the largest 
death rates end vice versa (see 7 for example). Also, the shift in lung 
cancer deaths from origin to host rates in' the migrating population' is of 
extreme interest. 


cancer mortality appears to have leveled off by 1955• Soma 
investigators suspected on early as i 960 that prevalence of lung cancer 
was beginning to level off. Recent findings have verified that for • 
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younger and middle-aged population groups lung cancer rates have defi¬ 
nitely stabilized since 1955- (They are still increasing for older ages.) 
Ibis observation is extremely important since smoking rates, especially 
for younger age groups, have steadily increased since 19^5 and have shown 
no signs of leveling off until 19&5 (l» 6, 13, I**, 16 ). 

Studles ! report contradictory findings: For instance, a recent study 
on smoking and lung cancer differences among ethnic groups in Montreal 
finds a comparatively low rate of lung cancer among Jewish men who smoked 
less than other males. On the other hand, Jewish women turn out to have 
the highest lung cancer rates among women, and yet they also smoke less 
than any other ethnic group. Similar contradiction exists among English 
males (?)• (it is not known how many studies which fail to support that 
cigarette smoking causes disease never see the light of day. I do know of 
&t least one such paper.) 

There Is a consistent difference between sexes in response, to smoking: 
Females have consistently lower lung cancer rates than males, even when 
smoking amounts ore held constant. Even more disturbing is the lack of 
difference between female smokers end non-smokers with respect to reports 
of morbidity. 

Occupational differences ; There is a large difference in the inci¬ 
dence of lung cancer among occupational groups. Heaviest incidence is 
among steel, coke oven, asbestos, and most vorkers who are exposed to dust 

i 

or irritating fumes. Smoking is also heavy in these groups. V7hat would 
be the lung cancer rates without these groups? 
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Anomalies, within study populations ; A number of key studies in the 
scientific literature report higher rates of mortality for smokers than 
for non-smokers. Yet, all mortality rates reported by these studies share 
a number of peculiarities: 

1. They differ widely from study to study, 

2. They tend to be generally lower (even for heavy 
smokers) than the rates for the population as a 
whole, and 

3. They affect almost all causes of death. 

(There are yet other anomalies. For instance, lower death rates are reported 
for smokers who inhale than for smokers who do not.) 


Some Claims are Eased on a One-Sided Selection 

of Evidence 


Analyses of data are never easy. Many precautions must be taken to 

eliminate the bias of the observer or experimenter and to ensure that the 

same conclusions could be reached by a panel of disinterested experts. 

Unfortunately, this is not the case in soma publications presenting evidence 

that smokers have more disease than non-smokers. I list three examples: 

Critiques' of cmekir.”, studies sre largely ignored : During the late 

1950's and early lPiSO’s a number of papers were written pointing out serious 

flaws in the early smoking and health statistics. These critiques, authored 

by Sir Ronald Fisher end by Joseph Berkson, have never been acknowledged, 

\ 

the mistakes in sampling and analysis pointed out by them never corrected, 
and the findings of the studies criticized by them have been used over and 
over again without any reference to these reviews. Of special importance 






are evidence that the study samples (especially those selected by Hammond 
using volunteers of the American Cancer Society) are not representative 
of the U. S. population and that the observed association between mortality 
and smoking is very likely an artifact of biased sample selection. (This 
example was even used in some statistics texts, such as in the one by ' 
Wallis and Roberts, to show the effect of sampling bias.) 

Official reports on smoking and health contain little, if any, of 

the contradictory observations on population : A number of official and 

/ 

semi-official reports have been produced through the Public Health Service. 
These contain little, if: any,,of. the. contradictory observations on popula¬ 
tions . When such contrary evidence is pointed out during discussions or 
conferences, a number of stock answers are usually offered to explain 
away contradiction by referring to other, but unsubstantiated, observa¬ 
tions, such as, "People in England smoke their cigarettes farther down," 
or, "There are more Seventh-Day Adventists in Los Angeles than in the rest 
of the country" ('Los Angeles has an extremely low lung cancer death rate). 
These pronouncements have taken on semi-official sanction although there 
is no particular evidence for them nor do they really explain the contra¬ 
diction in population data. 

. Disregard of relevant observations : Instances exist where claims are 
made about a link between smoking and health that are quite contrary to 
the actual findings. They are rare; nevertheless, they do occur. One 
example is a publication by the Rational Center for Health Statistics 
that concluded that smokers reported more diseases and disabilities than 
did non-smokers (9)• Yet, an examination of the tables in the same publi¬ 
cation shew that: * • 




1. The smallest number of diseases and disabilities is 
consistently reported by moderate smokers and not by 
non-smokers. (The distortion introduced in this study 
is especially noteworthy because 72.6 per cent of male 
and 88.5 par cent of female smokers who smoke one pack 
or less make up this "moderate" grouping.) 

2. The largest number of diseases and disabilities is 
consistently reported by former smokers rather than 
by heavy smokers. 

3. Females who smoke almost uniformly report fewer dis¬ 


eases than do females who do not smoke. 

1*. V/hile male smokers tend to report more diseases and 
disabilities than do non-smokers for most disease 
categories in question, this relation was reversed 
often enough to make questionable any firm con¬ 
clusion. (15) 

"Direct" Biological Evidence 

There appears to be little, if any, experimental or laboratory demon¬ 
stration that may be admitted os reliable biological evidence. There have 


been innumerable studies exposing animals to cigarette smoke or intro¬ 
ducing cigarette smoke directly into the lungs of experimental animals. 
Hone of these studies have been able to produce lung cancer, although 
damage to lung tissue was shown in seme investigations. (Bat that damage 
is usually considered the result of the difficulties entailed in the appro 
priate experimental method.) It is remarkable that neither malignancies 




nor emphysema vas ever produced In animals. One possible exception might 
have been the recent Aucrbach-Hommond claims. These claims vere made 
originally in a press conference and given vide publicity. The formal 
report based on that investigation had been refused publication in the 
Journal of the American Medical Association* before it vas published by 
the Archives of Environmental Health early this year. However, the validity 
of the methods used by the authox-3 is under dispute and they have refused 

l 

to release their data. •___ ■ 

Microscopic examination of lung tissue has not yielded commonly- 

accepted criteria by vhich lungs of smokers can be discriminated from 
lungs of non-smokers. Most pathologists appear to agree that the lungs 
of smokers are indistinguishable from those of non-smokers, although 
some claim to be able to detect pre-caneerous changes in some lung tissues. 
However, only one. Dr. Auerbach, claims that there is a distinct differ¬ 
ence between lungs of smokers and non-smokers and has presented a set of 
slides in support of his claim. There is a possibility, however, that 
his slides represent the lungs of individuals with and without emphysema 
vho also smoke or do not smoke rather than a difference between smokers 
and non-smokers. The point is that no one has bothered to submit these 
important pathological.materials to stringent testing procedures. 




* Reported in the Wall Street Journal , July 8, 1970, page 15. 
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